The Forms of Self-Criticising/Attacking & Self-Reassuring Scale (FSCRS, Gilbert, Clarke, Hempel, Miles & Irons, 2004) is a self-report instrument that measures selfcriticism and self-reassurance. It has shown good reliability and has been used in several different studies and in a range of different populations. The aim of the present study is to explore its psychometric proprieties in a large clinical and nonclinical sample, in order to provide reliability and, for the first time, normative data. Differences in population scores will also be addressed.
Introduction
Self-criticism is one of the most pervasive features of psychopathology Zuroff, Santor, & Mongrain, 2005) . It is highly associated with shame (Gilbert, McEwan, Gibbons, Chotai, Duarte, et al., 2012) which is another prominent feature of psychopathology. Its pathogenic qualities may derive from the strength of negative emotions related to it, especially (self-directed) anger, disgust and contempt (Whelton & Greenberg, 2005) , and their link to emotional memories (Gilbert, 2010) .
Self-criticism has a negative impact on psychological interventions. For example, Rector, Bagby, Segal, Joffe, and Levitt (2000) , found that self-critical patients were more likely to have a poor response to Cognitive Behavioural Therapy (CBT). They also found that successful treatment responses were associated with significant reductions in self-criticism. In the same way, in a study consisting of 84 outpatients with social phobia, Cox, Walker, Enns, & Karpinski (2002) found that changes in levels of self-criticism were significantly associated with positive responses to the social phobia treatment.
Self-criticism is associated with activity in lateral prefrontal cortex (PFC) regions and dorsal anterior cingulate, linking self-critical thinking to error processing and resolution, and also behavioural inhibition (Longe, Maratos, Gilbert, Evans, Volker, et al., 2010) . Longe, et al. (2010) also found that dorsolateral PFC activity was positively correlated with high levels of self-criticism, suggesting again greater error DOI: 10.1111/papt.12049 3 processing and behavioural inhibition in those individuals. In contrast, the ability to be self-reassuring and self-compassionate stimulate different brain systems (Longe, et al 2010) and is negatively linked to psychopathology (Gilbert, Clarke, Hempel, Miles, & Irons, 2004; Neff, 2003) .
The Forms of Self-Criticising/Attacking & Self-Reassuring Scale (FSCRS, Gilbert, et al., 2004) was developed to explore different ways people treat themselves when things go wrong -in particular measuring tendencies to be self-critical and/or selfreassuring when perceiving setbacks/failures. Items derived from clinical practice, based on thoughts depressed patients presented about their own self-criticism and ability to self-reassure. Factor analysis suggested one factor of self-reassurance, and two different factors of self-criticism (one focused on feeling inadequate, and another one related to a more self-hating and contemptuous feelings of self).
The original study of FSCRS' psychometric properties was conducted on a sample of 246 female undergraduate students (Gilbert, et al., 2004) . The two self-critical subscales are considered to relate to psychopathology in different ways, with the selfhating dimension representing a more pathological domain associated with self-harm and more borderline phenomenology (Gilbert, et al., 2004 , Gilbert, McEwan, Irons, Bhundia, Christie, et al., 2010 . The two subscales have also shown different distribution of responses, with only hated-self showing a floor effect in nonclinical samples .
Nonetheless, these two subscales have been shown to be strongly correlated with each other (r from .68 to .80) (e.g. Gilbert, et al., 2004 Gilbert, et al., , 2010 Richter, Gilbert, & McEwan, 2009) . Therefore, some studies have combined the two subscales into one factor of self-criticism (e.g. , particularly for the ease of investigating the mediator/moderator effects of self-criticism on psychopathology variables (Richter et al., 2009) . Recently, a study on the FSCRS as part of an online survey (N = 1,570) confirmed the three-factor structure of the scale, and the two different types of self-criticism (Kupeli, Chilcot, Schmidt, Campbell, & Troop, 2013) . Also, a different study, based on the Portuguese version of the FSCRS, found good psychometric characteristics, and the three factors discriminating between the clinical and nonclinical samples (Castilho, Pinto-Gouveia & Duarte, 2013) . Therefore, the 3-factor structure seems to replicate well in different samples. DOI: 10.1111/papt.12049 4 In fact, the FSCRS has been used in a range of different studies, in which selfcriticism has been linked to depression and anxiety (e.g. Gilbert et al., 2004) , self-harm , negative future thinking (Goodall, Gilbert, & McEwan, submitted) , early memories of threat and submissiveness (Richter, et al., 2009) , fears of compassion (Longe et al., 2010; Rockliff, Gilbert, McEwan, Lightman, & Glover, 2008; Rockliff, Karl, McEwan, Gilbert, Matos, et al., 2011; Gilbert, et al., 2012) , anger (Gilbert, Cheung, Irons, & McEwan, 2005; Gilbert & Miles, 2000) , paranoid beliefs (Mills, Gilbert, Bellew, McEwan & Gale, 2007) and perfectionism (Gilbert, Durrant, & McEwan, 2006) . In contrast, greater self-reassurance is related to better psychological health (Gilbert, et al., 2004; Gilbert, Durrant, & et al., 2006) , secure attachment and early memories of warmth and safeness (Richter, et al., 2009 ).
This scale has also been used in different samples, including: major/severe longterm and complex difficulties in day centre patients (Gilbert & Procter, 2006) ; inpatients and day-patients from mixed clinical populations Judge, Cleghorn, McEwan, & Gilbert, 2012) ; patients diagnosed with schizophrenia who experienced hostile auditory hallucinations (Mayhew & Gilbert, 2008) ; depressed patients (Gilbert, McEwan, Catarino & Baião, 2014a) .
Given the many studies using the FSCRS original 22-item version as a measure of self-criticism/self-reassurance, more work is required on its psychometric properties and on normative data. This would enable clinicians and researchers to have a better understanding of patients/participants results on the scale. Particularly, by providing for the first time normative data on the scale, we hope to help practitioners to better interpret the level and clinical relevance of the patients' self-criticism. Therefore, there are three main aims for the present study. The first one is to examine the validity and reliability of the original 22-item scale, in two large samples of the general and clinical population. Based on previous findings, we anticipate good validity and reliability. We also expect that the confirmatory factor analysis supports the original 3-factor model for both populations, differentiating between reassured-self, inadequate-self and hated-self. The second aim of this study is to, for the first time, provide normative data for the interpretation of the results of clinical and nonclinical populations. The third aim is to explore the levels of self-criticism/self reassurance on the two samples, considering the differences by gender and by population. Based on previous studies, we expect that the clinical group reveals higher scores of inadequateself and hated-self, and lower scores of reassured-self. 
Method

Participants
Authors from twelve previous studies using the FSCRS were contacted by email for permission to use the data. Original studies examined subjects including: anhedonia, social rank, defeat and entrapment (Gilbert, Allan, Brough, Melley, et al., 2002) , selfcriticism and self-warmth/reassurance Gilbert et al., 2004) , rumination , perfectionism, self-criticism, sensitivity to put down, shame Gilbert, Durrant, et al. 2006,) , fears of compassion and happiness (Gilbert et al., , 2014b , self-harm and Compassionate Mind Training (Gilbert & Procter, 2006; Lucre & Corten 2013; Procter & Bradley, 2005) . Seven of the original studies included nonclinical participants Gilbert, Durrant et al., 2006; Gilbert et al., 2002 Gilbert et al., , 2004 Gilbert et al., , 2012 Gilbert & Miles 2000) and five included clinical participants Gilbert, McEwan, Catarino, & Baião, 2014b; Gilbert & Procter, 2006; Lucre & Corten 2013; Procter & Bradley, 2005) . All of the participants completed the questionnaires by hand using pen and paper. Two samples derived from the gathered data: a nonclinical population and a clinical population.
The nonclinical population consists of a total of 887 undergraduate students from a university in the UK (210 males, 676 females). Participants are aged 18-57 years (Mean = 24.13; SD = 7.79).
The mixed diagnosis clinical sample consists of 171 patients; of those 67 (39.18%) are outpatients, 79 (46.20%) are inpatients, 17 (9.94%) belong to self-help groups and 8 (4.68%) from unknown origin. Regarding diagnosis, depression accounts for the majority of the cases (100 participants, 58.48% of the sample), followed by personality disorder (16 participants, 9.36%), substance abuse (13 participants, 7.60%), anxiety (9 participants, 5.26%), and bipolar disorder (3 participants, 1.54%). For the rest of the participants (30 participants, 17.54% of the sample) information on diagnosis could not be retrieved. Age information is missing in 23 participants (13.5% of the sample), and gender information is missing in 13 participants (7.6% of the sample).
Participants with this information are aged 20-69 years (Mean = 44.22; SD = 12.05), 67 of them are males, and 91 are females.
Measure
Forms of Self-Criticising/Attacking & Self-Reassuring Scale (FSCRS, Gilbert, Clarke-Hempel, Miles and Irons, 2004) This 22-item scale was developed by Gilbert, Clarke, Hempel, Miles and Irons (2004) . Participants answer on a five-point Likert scale ranging from 0 ("not at all like me"), to 4 ("extremely like me"). It measures self-criticism and the ability to selfreassure, when things go wrong for people. There are two forms of self-criticism:
inadequate-self, which focuses on a sense of personal inadequacy ("I am easily disappointed with myself"); hated-self, which measures the desire to hurt or persecute the self ("I call myself names"); These is one factor for being able to self-reassure (e.g.,"I find it easy to forgive myself"). Cronbach's alphas in nonclinical samples ranged from .89 to .91 for inadequate-self,.82 to .89 for hated-self and .82 to .88 for reassured-self. In clinical samples, Cronbach's alphas ranged from .87 to .89 for inadequate-self,.83 to .86 for hated-self and .85 to .87 for reassured-self.
Analytical Plan
Data analysis was conducted using SPSS (v.20, SPSS Inc. Chicago, IL) for all the descriptive and correlational procedures, and AMOS software (v.20, SPSS Inc.
Chicago, IL) for the confirmatory factor analysis.
The existence of outliers was assessed through Mahalanobis distance (D 2 ) and the normality of variables through coefficients of skewness (Sk) and Kurtosis (Ku).
In order to test the three-factor model of FSCRS (Gilbert et al., 2004; Kupeli et al., 2012) , we conducted a confirmatory factor analysis (CFA) in both nonclinical and clinical populations. To test the model, we used Maximum Likelihood estimator, since it is one of the most common estimation methods within this type of statistical procedure (Brown, 2006) .
The overall adjustment of the model was assessed by taking into consideration several goodness-of-fit indices, more specifically Chi-Square (χ2), the Normed ChiSquare (χ2/df), the Tucker Lewis Index (TLI), the Comparative Fit Index (CFI) and the Root-Mean Square Error of Approximation (RMSEA). In addition to the value of RMSEA, PCLOSE tests the null hypothesis of RMSEA to be no greater than .05. If PCLOSE is greater than .05, this means that RMSEA is greater than .05 (i.e., the model fit does not have close-fit). The adjustment of the model took into consideration the Modification Indexes (MI). In order to test if two different models were significantly different, we used the chi-square difference test. We´ve also analyzed the items´ factor loadings (λ ≥ .50), since it gives us information regarding the amount of variance in the observed variables that is explained by the underlying construct. In addition, discriminant validity was also examined in order to assess if the latent variable accounted for more variance in the observed variables associated with it than the measurement error (or similar unmeasured influences) or other constructs in the conceptual framework (Fornell & Larcker, 1981) . Discriminant validity is obtained by comparing the Average Variance Extracted (AVE) of each factor with the shared variance between factors. The AVE of one factor (A) and the AVE of another factor (B) both need to be larger than their shared variance (i.e., square of the correlation between them) (Hair, Anderson, Tatham & Black, 1998) .
As an additional contribution of this study, we also conducted a multi-group CFA, using AMOS software (v.20, SPSS Inc. Chicago, IL), in order to explore and assess if the factor structure of the scale was indeed invariant between both groups. The invariance of the measured model was assessed in both groups by comparing the unconstrained model, measurement weights, structural covariances and measurement residuals. Statistical difference between models were assessed through the difference between Comparative Fit Indice (CFI) (Cheung & Rensvold, 2002) .
Reliability of the scale was assessed through Cronbach´s alpha (α) and composite reliability (CR), since the latter being less biased and more appropriate for multidimentional scales (Marôco, 2010) .
Results
Preliminary analysis 1.1 Nonclinical population
Results didn´t indicate severe violations of normal distribution (|Sk|< 3 and |ku|<10). There were several multivariate outliers, which we have decided not to eliminate from our sample. Dealing with outliers is a rather controversial topic in statistics. Although it has been proposed the elimination of outliers (Marôco & Bispo, 2003) , or the transformation of variables (Tabachnick & Fidell, 1989) , some authors suggest that they should be kept, since they represent possible observation within general population, thus its results are more generalizable (Hair et al., 1998) . Given that this is a sample composed with participants from general population, in which extreme observation are expected to occur, we have decided to keep outliers in this sample.
Nevertheless, we conducted a CFA both with and without the outliers. Results of both analysis showed a better fit model when outliers are not eliminated from our sample.
Clinical population
Results didn´t indicate severe violations of normal distribution (|Sk|< 3 and |ku|<10). In this sample, we have found four outliers (observation 169, 23, 2 and 20).
Since this sample is composed by participants with a specific psychiatric diagnosis, and since this sample is considerably smaller than the non-clinical sample, keeping extreme observations should have a detrimental impact on data distribution and consequently on results obtained. In addition, we have also conducted CFA analysis with and without outliers, and model fit presented to be better without the outliers. Thus, outliers were eliminated from our clinical sample before proceeding with the analysis. All of the subsequent analysis were performed excluding the outliers (N = 167 patients).
Internal consistency
The internal consistency of the FSCRS was calculated for the three subscales .85 for the reassured-self.
Confirmatory Factor Analysis
Nonclinical population
Model fit indices showed global reasonable fit. Although Chi-square was statistically significant, this indice has been suggested to be greatly influenced by sample size (Jöreskog & Sörbom, 1993) , leading to an erroneous conclusion that the model is not fit, when the model is in fact appropriate (Bollen, 1989) . A more suitable measure, and a way to minimize the influence of sample size, is by using Normed ChiSquare, which should be between 2 and 5 (Bollen, 1989; Marsh and Hocevar, 1985; Tabachnick, & Fidell, 2007) . CFI and TLI reach the suggested cut-off value of .90 (Marôco, 2010) . RMSEA has been regarded as one of the most informative fit indices (Diamantopoulos & Siguaw, 2000) . Although RMSEA was between .05 and .08 (Hu & Bentler, 1998) , some concerns were raised by looking into its PCLOSE (see Table 1 ). Table 1 here
The modification indices showed that item 22 ("I do not like being me"), which loads onto HS factor, could also be predicted by RS factor. In fact, similar results concerning item 22 have also occurred elsewhere (Kupeli et al., 2012) . In order to deal
with these results, we tested two models: one in which item 22 is predicted both by HS and RS (Model 2); and a simplified one, with item 22 deleted from the model (Model 3). Although both models were improved (Model 2: DIFFTEST; Δχ 2 = 72.6, df = 1;
Model 3: DIFFTEST; Δχ 2 = 179.3, df = 20), PCLOSE was still ≤ .001, which indicates a poor close fit.
Our modification indexes also suggested that some items´ errors should correlate (items 1 and 2, 3 and 5, 8 and 22, 9 and 10, and 15 and 18), and for that reason we tested a model in which we correlated the errors associated with those items (Model 4), and maintained item 22 saturating only in HS, as proposed by the original authors (Gilbert et al., 2004) . In fact, this model showed the best fit (see Table 1 ) and was significantly better than the original model (DIFFTEST; Δχ 2 = 351.304, df = 5) (see Figure 1 ).
------------------------------insert Figure 1 here ---------------------------------------------------
Since it has been previously suggested the possibility of combining HS and IS in a global factor of self-criticism, we decided to also test a two-factor model. Fit indices results showed poor fit of the model (Model 5).
Our results suggested good composite reliability (.94 for Inadequate-Self, .90 for Hated-Self and .87 for Reassured-Self), with coefficients of determination (R 2 ) ranging between .25 and .64. The calculated AVEs was .62 for Inadequate-Self, .65 for HatedSelf and .48 for Reassured-Self. Discriminant validity was assessed by comparing AVE and square correlation between factors. The calculation of squared correlations between Reassured-Self and Inadequate-Self (r 2 = .36), Inadequate-Self and Hated-Self (r 2 = .60) and Reassured-Self and Hated-Self (r 2 = .46), when compared to respective AVEs, suggest a good discriminant validity between all three factors. Table 2 ). Table 2 here
Clinical population
------------------------------insert
----------------------------------------------------
However, by considering the modification indexes values, it is suggested a covariance between errors of items 8 ("I still like being me") and 11 ("I can still feel lovable and acceptable"). In addition, it is also suggested that item 14 ("I find it difficult to control my anger and frustration at myself") loads both in factors IS and HS. For that reason, we conducted a CFA with a model in which we correlate the errors, and in which both HS and IS predict item 14 (Model 2); a model in which we correlate the errors and eliminate item 14 from the model (Model 3); and a model in which we only correlated the errors (Model 4). The latter presented significantly better goodness-of-fit indices when compared with the initial model (DIFFTEST; Δχ 2 = 15.156, df = 1) (see Figure 2 ).
------------------------------insert Figure 2 here ---------------------------------------------------
Regarding the construct validity, our results also suggest FSCRS presents a very good composite reliability in our clinical sample, with .95 for Inadequate-Self, .91 for Hated-Self and .91 for Reassured-Self, with coefficients of determinations between .37
and .74. Our results showed AVEs of .67 for Inadequate-Self, .66 for Hated-Self and .58
for Reassured-Self (> .50). Good discriminant validity was obtained between Reassured-Self and Inadequate-Self (r 2 = .42), and between Reassured-Self and HatedSelf (r 2 = .42). However, discriminant validity was less evident between InadequateSelf and Hated-Self (r 2 = .79), as has previously occurred (Castilho et al., 2013) .
Since our results suggested a high correlation between factor Inadequate-Self and Hated-Self, and given that a two-factor model of FSCRS (with Inadequate-Self and Hated-Self as a global Self-Criticism factor) has been previously been tested (Kupeli et al., 2012) , we decided to also test a two-factor model of FSCRS (Model 5) with our clinical sample. Results showed poor adjustment (see Table 2 ).
Multi-group CFA for clinical and nonclinical populations
In addition to the estimation of the fit of different models separately both for clinical and nonclinical populations, we conducted a multi-group CFA in order to test the measurement invariance of the model in both populations. Table 3 here This data suggest that the original structure of FSCSR is in fact fit to assess forms of self-criticism and self-reassurance, both in clinical samples and in samples composed by participants from general nonclinical population.
Normative study and group comparisons
Nonclinical and clinical population
Normative Study
Based on the original factor structure confirmed above, normative data is presented. For the nonclinical (N = 887) and clinical (N = 167) populations, descriptive data was collected and is displayed on Table 4 . Table 4 here
Comparisons between clinical and nonclinical populations
Means and standard deviations of the clinical and nonclinical populations were compared to test for significant differences using an independent measures t test.
Results showed a significant difference between the two populations in relation to reassured-self (t (1048) 
Normative data by gender
Nonclinical population
For the nonclinical population, descriptive data on 210 male participants and 676 female participants is displayed in Table 5 . Table 5 here
Clinical population
For the clinical population, descriptive data on 64 male and 91 female mixed diagnosis participants was also collected, as shown in Table 6 . Table 6 here
Comparisons between genders in clinical and nonclinical populations
No significant gender differences were found in the clinical population.
In the nonclinical population, males and females had significant differences on the three subscales. Men ( 
Discussion
This study shows that the original FSCRS is a robust and reliable measure of self-criticism and its contrast, self reassurance. The three subscales of the FSCRS show good reliability, either in the nonclinical population and the clinical population.
The confirmatory factor analysis supports the three-factor solution obtained by the authors during original 22-item scale development and validation (Gilbert et al., 2004) both in the nonclinical and clinical populations, confirming that the three-factor model of FSCRS is a well-adjusted measure for assessing the two forms of selfcriticism and a form of self-reassurance. As hypothesized, even in clinically diverse populations expected to present different levels of self-criticism, the three forms stand as independent. This suggests that self-criticism is a process, which is not only transdiagnostical, but also present in people with and without psychopathology (in different levels). The invariance of the multi-group analysis also confirms the original structure.
This result is in line with previous studies (eg. Castilho et al., 2013 ; Kupeli, et al., 2013) . It highlights the fact that self-criticism shouldn't be seen as one single dimension but as having different forms and functions, that may operate differently, have different originators, and respond to different types of therapy.
We also present normative data for each population (clinical and nonclinical) and for each gender within each population based on Means, Standard Deviations, Medians and Percentiles. It is unknown if this normative data would be represented in different cultural populations or age groups, which is a limitation of this study. It's also possible that since the majority of the clinical groups were depressed, other forms of psychopathology may have slightly different loadings. Being the populations from this study a collection of previous samples, some of the demographic information could not be standardized for all of the participants, which prevented deeper study of the data.
Nonetheless these data can aid clinicians and researchers' interpretation of self-criticism results, which is essential given its impact on mental health Zuroff, Santor, & Mongrain, 2005) and on treatment response (Cox et al., 2002; Rector, et al. 2000) .
Examining the differences between populations, as expected there are significant differences on the three subscales of the FSCRS, with the nonclinical population scoring higher on reassured-self and lower on inadequate-self and hated-self.
This finding is in line with previous findings which report a link between self-criticism and psychopathological traits and diagnosis (Gilbert, et al., 2004; Gilbert, Durrant, et al., 2006; Gilbert & Miles, 2000; Mills, et al., 2007; Zuroff et al., 2005) . Again, this link between self-criticism and a wide range of psychopathology suggests that self-criticism should be considered as a process and transdiagnostical trait, better than a simple symptom.
As mentioned, the self-hating dimension might represent a more pathological domain of self-criticism, associated with self-harm and more borderline phenomenology (Gilbert, et al., 2004; Gilbert, et al., 2010) . In this study, since the great majority of the clinical sample was diagnosed with depression, it was not possible to test the link between severity of the psychopathology and inadequate vs. hated-self scores. This phenomenological difference between the inadequate and the hated forms of selfcriticism remains in need of more in depth research.
In terms of gender differences, in the nonclinical population men scored significantly higher on reassured-self and lower on inadequate-self and hated-self than women, suggesting that generally women are more self-critical and less self-reassuring.
However, in the clinical population there were no significant gender differences. It can be that as individuals become depressed or mentally unwell the same processes are operating in both men and women. This is in line with an earlier study with depressed participants which found no gender differences in the correlation between depression and internalization (related to self-criticism) (Gilbert, Irons, Olsen, Gilbert, & McEwan, 2006) .
Insights into the forms and functions as well as the origins and treatment of selfcriticism will continue to rise with the development of new measures. Whether other dimensions emerge, beyond those of feeling inadequate and wanting to self-correct or self-hating, awaits future work. What this study does confirm however is that the three dimensions identified in the FSCRS stand both in clinical and nonclinical samples, even using a robust analysis as the CFA (Curran, West & Finch, 1996) . This represents an important addition to the scale validation as well as to its use in clinical and research settings. 
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